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Abstract

Few studies have investigated mental health services specifically serving deafand hard of hearing

people. This study summarizes data reported by 40 specialized mental health programs for deaf
and hard of hearing adults in the United States between 2001-2003. Deaf programs within larger
mental health organizations were significantly more likely to serve clients diagnosed with a psychotic
disorder. These integrated service programs were less likely to serve clients who are Caucasian and
those who pay for services using private insurance. Integrated programs serve clients with more
serious psychiatric disorders. Further comparisons of medical records, service quality, and outcomes
are needed.

Introduction

The recent report of the President's New Freedom Commission urged
increased attention to understanding the mental health needs of special
populations,in particular racial minorities, rural populations and people with
serious medical illnesses (Uniitzer, et al., 2006). Hearing loss is the third
most prevalent chronic health condition in the United States(Collins, 1997).
A reported 17.4% of the United States adult population had some type of
hearing problem in 2001 (Wendel & Wendel, 2004) and 8.6% were deaf
or hard of hearing (National Center for Health Statistics, 1994). However,
limited attention has been paid to the delivery ofmental health services to this
special population (Pollard, 1994; Green & Pope, 2001; Bamett & Franks,
2002). Some regional studies have shown that people who are deaf and
hard of hearing people use mental health services at lower rates than others
(Long, Ouellette, Long & Dolan, 1993; Pollard, 1994; Steinberg, Sullivan
& Loew, 1998), however, national statistics are not available to evaluate the
utilization ofspecialized services by this population(Leigh & Pollard,2003).
Additional data about mental health services with deaf and hard of hearing
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populations would help service providers to meet the unique mental health
needs of people with hearing loss and understand how program structure
relates to use of services(Autry & Arons,2002).

Deaf and hard of hearing adults often have communication, linguistic
and cultural needs requiring specialized mental health services that differ
from those services typically provided for hearing adults (DeGutis, Brice
and Pray, 1995; Steinberg, Sullivan, & Loew, 1998; Glickman, 2003). The
works of Vygotsky(1987)and sociocultural theorists emphasize that people
develop cultural identification and social preferences throughout a lifespan of
experiences,often preferring linguistic familiarity and social interaction with
people with shared experiences. Upon recognizing the need for specialized
mental health services for deaf and hard of hearing people in the late 1960s,
mental health providers began the implementation ofmental health programs

focused on this population. As these programs developed, our understanding
ofthe elements necessary for effectively serving deaf individuals expanded,
including linguistic access and cultural sensitivity (DeGutis, Brice & Pray,
1995; Steinberg, Sullivan, & Loew, 1998; Glickman, 2003). Providing
appropriate access to mental health programs is not a simple or inexpensive
task considering the diverse needs of deaf and hard of hearing individuals,
and requires clinicians with specialized training and skills, including
familiarity with all the developmental, communicative, cognitive, linguistic,
emotional, social, cultural, vocational, and economic aspects of deafness.
Each of these aspects of life is extremely important in understanding how
deafor hard ofhearing clients experience the world.A mental health clinician
experienced in providing services for these clients is less likely to minimize
the impact of one ofthese factors on their clients' lives and can assist clients
in exploring possible themes important for personal growth. Paramount to
providing mental health services to deaf or hard of hearing clients is using a
language comfortable for the client. Without reasonably feeling understood,
these other important themes cannot be addressed. Distinctive linguistic and
cultural barriers to receiving effective mental health services differentiate this
group from the general population (DeGutis, Brice & Pray, 1995; Steinberg,
Sullivan & Loew, 1998). The inadequacy ofservices that lack these elements
has been demonstrated in several consent decrees such as Tugg v. Towey
(1994)or DeVinney v. Maine Medical Center(2003). Therefore, in order to
understand deaf or hard of hearing clients it is important to explore types of
communication, financial resources, ethnicity and mental health diagnoses
ofthese individuals and the programs they are likely to use.
Vol. 41, No. 2,2008
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Complicating the delivery ofclinical services with this population are the
reliability and validity problems posed when diagnostic and treatment data
from general hearing populations are applied to deaf and hard of hearing
adults. Nowhere is this more evident than when using diagnostic tools
designed for use with hearing persons, especially when deaf and hard of
hearing people are excluding from test normative procedures. Use of such
tools inappropriately has led to the misdiagnoses ofdeafpersons with mental
retardation and other mental disorders, as well as incorrect generalizations
about deaf people and their behaviors(Leigh et al., 1996; Pollard, 1996).

Early efforts to establish specialized programs to address the distinct
communication methods and cultural norms among deafand hard ofhearing
clients are documented in Altshuler & Rainer,(1966), Grinker (1969), and
Robinson(1978). A recent listing of 164 mental health programs in the U.S.
aiming to work with deaf individuals is available in Morton & Kendall,
2003.

The U.S. population of deaf and hard of hearing individuals is very
diverse; little is known about the characteristics ofdeafindividuals receiving
mental health services. It is thought to be likely that clients of specialized
mental health programs for the deaf have linguistic or cultural needs unlike
other clients in the general population,and these clients do not find programs
offered to the general public effective or viable options for mental health care.
However,age and development ofhearing loss can alter the linguistic effects
of hearing loss dramatically. An unknown number of deaf individuals may
prefer to utilize services designed for the general hearing population. The
current study aims to expand our knowledge ofdeafor hard ofhearing clients
utilizing specialized mental health services and the programs providing these
services and, thus, targeting clients with specific mental health needs.
Integrated or Stand-alone Services

Over the past 20 years, primary and specialist mental health care
providers working with the general hearing population have sought to
improve the integration ofservices to ensure that the needs ofclients are met
as comprehensively as possible (Gask, 2005). The horizontal integration of
health services seeks to facilitate collaboration by co-locating specialists,
such as mental health and substance abuse counselors and family therapists
(Gask, 2005). Such integration is designed to facilitate access to a diverse
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array of services for the broadest possible population. By analogy, some
services for deafand hard ofhearing clients are located within a larger mental
health agency that services hearing clients. In this report, we are calling such
agencies "integrated."
In contrast, free-standing programs explicitly designed to provide
specialized services for deaf and hard of hearing clients, but not the general
hearing public, will be described as stand-alone programs. This conceptual
distinction of programs by structure was intended to allow us to investigate
whether and in what ways program organization influences the types of
clients served. Sociocultural theory suggests that one's psychological growth
is fundamentally rooted in culture and experiences (Ratner, 2002). Stand
alone programs developed specifically for serving consumers who are deaf
or hard of hearing might be expected to have close ties to Deaf culture and
the deaf community. Conversely, integrated programs must participate in
both the Deaf culture and the culture of the larger institution in which they
are housed. In the current economic climate, in which independent programs
often operate through contracts with larger systems, it is also possible that
very little distinction exists today in the way these different types ofprograms
serve their clients.

In an attempt to understand the current state of mental health services
specifically serving deaf and hard of hearing clients, this article reports on a
national survey of mental health programs oftwo levels ofcare:(a)inpatient
or residential, and(b)outpatient.
Method

The goal of this study was to understand the delivery of specialized
mental health services for deafand hard ofhearing adults in the United States

through information reported by program administrators. The specialized
programs sampled in this study were identified using the directory Mental
health servicesfor deafpeople: A resource directory, 2000 edition (Morton
& Christiansen) and the 2003 edition of this directory (Morton & Kendall).
Several additional programs were located using Intemet search tools, word
of mouth and other mental health directories(such as Myers, 1995).

A total of 116 surveys were mailed to self-identified specialized programs
in the United States. These specialized programs included 24 inpatient and
Vol. 41, No. 2,2008
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residential programs and 92 outpatient programs. In order to maximize the
number of participating programs that actually consistently offer services to

deafand hard ofhearing people,and to minimize participation from programs
that treat only an "occasional" deaf or hard of hearing person, the study
solicitation requested participation from "agencies specifically serving deaf
and hard of hearing people" and included in the analysis only programs that
had seen at least one deaf or hard of hearing client within the past month.
The clinician or program administrator identified as the person most
familiar with services to deaf and hard of hearing clients at each program
served as the key informant and was asked to complete the survey. Only
one survey was completed for each participating program. Inpatient and
residential programs were surveyed from October to December, 2001.
Outpatient programs were surveyed from June to August, 2003. To address
the concern that summertime caseloads may differ from other times of the
year, outpatient key informants were asked whether or not the number of
clients reported on the survey was "typical" for their programs or not.

The survey included questions about clients, staff and programs. The
survey was pilot-tested twice prior to each stage of the study and was
evaluated for comprehensibility and ease of administration. The inpatient/
residential surveys were pilot-tested with a residential agency serving
deaf adults and with an inpatient unit serving the general population. The
outpatient survey was pilot-tested using two agencies serving deaf adults.
Pilot survey data were included with the final results except in the case of
the inpatient unit serving the general population. Surveys were accompanied
by a cover letter and a pre-addressed stamped envelope. All procedures were
reviewed and approved by the Institutional Review Board of Gallaudet.
Informed consent was obtained for each survey of inpatient and residential
program key informants and a small gift was provided as compensation for
the informants' time. Feedback from these informants about the increased

risk to confidentiality when compensation is offered led to the decision to

offer no compensation to outpatient program key informants for participation.
Therefore, all responses from outpatient key informants were completely
anonymous.The outpatientstudy was deemed exemptfrom informed consent
procedures by the Institutional Review Board of Gallaudet University.
Written instructions on the survey and a cover letter asked informants
to make lists of program staff and clients served in the 30 days prior to
JADARA
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completing the survey for reference, but informants were not asked to mail
the lists with the survey. Informants were encouraged to review clients'files
prior to completing the survey. Those steps facilitated respondents' memory
of clients and staff while completing the survey. The survey required
approximately 30 minutes to complete. The deadline for survey submission
was two months following each of the survey mail dates. Programs were
contacted by telephone or were sent postcards one month prior to the
deadline as a reminder to complete the survey. Informants from inpatient
and residential programs were provided the option ofcompleting the survey
by telephone.

Stand-alone programs were identified by a negative response to the survey
question, "Is this agency a branch of a larger 'hearing' agency?" Integrated
programs are those who responded affirmatively to this item.
Analysis

First, descriptive statistics were used to obtain an overall picture of the
characteristics of patients and programs. Then, chi-square tests were used
to compare the proportion of inpatient /residential programs and outpatient
programs of each organizational type (integrated or stand-alone). Thus,
four groups of programs were created. Independent samples /-tests and chisquare tests were then used to compare average scores on measures between
integrated and stand-alone programs and between subgroups of inpatient/
residential and outpatient programs.
Results

Surveys were mailed to 116 programs providing specialized mental
health services for deaf and hard of hearing adults. Of these 116 programs,
13 (54.2%) of the 24 inpatient and residential programs and 28 (30.4%)
of the 92 outpatient programs participated by completing and mailing the
survey. Because of their relatively small numbers, inpatient and residential
programs' responses were combined in this analysis. Overall, 41 (35.3%)
of the programs responded, with only 40 responding to the item indicating
program organization (integrated versus stand-alone). While this is not
a large response rate, it represents a larger and more geographically and

organizationally diverse group ofprograms than had previously been reported
in the literature.
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Respondents chose from seven geographic regions with all states and
the District of Columbia listed. Nearly all regions of the United States were
represented in the survey responses: Northeast (8), Midwest (9), Southeast

(7), Northwest(4), Central South (1), Southwest(2), and Central North (0).
One outpatient and seven inpatient/residential respondents did not provide
answers this survey item.

Some respondents did not answer groups of questions. For example,
two respondents did not provide clients' ethnicities on the survey. Thus, the
number of programs(AO shown on the tables are often less than 40. The 40

programs reported serving a total of 991 deaf or hard of hearing adults in
the 30 days prior to completing the survey. The 30-day deaf/hard-of-hearing
client census reported by the responding programs ranged from 1 to 90.
Inpatient and residential programs served 153 deaf or hard of hearing adults
and outpatient programs served 838 deaf or hard of hearing adults. While
most respondents reported that they were providing estimates, 10 outpatient
programs reported they are required to submit specific client information
in a regular report, and that they used this report to respond to the client
portion of the survey rather than estimating client information. All but one
outpatient program indicated the number of clients reported on the survey

was "typical" even though the surveys were completed during summer
months. Respondents from inpatient and residential programs completed
surveys during fall months.
Programs

Survey respondents included more than twice the number of outpatient,
stand-alone programs (A^=19) as outpatient, integrated programs (A^=8)
(Table 1). The reverse was true of inpatient/residential programs, among
which larger numbers of respondents were in integrated settings(A^=8) than
stand-alone(A^=5). However,these differences are not statistically significant
(see Table 1 in Appendix).

Program funding sources differed significantly between integrated and
stand-alone programs {p = .018) (Table 2). Integrated programs tend to
receive funds primarily from their state or local governments(county or city)
whereas stand-alone programs relied on more diverse funding sources as

is shown in Table 2. The only type of programs reporting federal funding
sources were inpatient/residential stand-alone programs.The types offederal
funding sources were not identified (see Table 2 in Appendix).
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Clients

The 991 clients described in this study ranged in age from 18 to 95 years
with a median age within the range of 33 to 40 years. The vast majority,
84.6%(A^=838), were treated in outpatient programs.

The inpatient and residential program clients in the 30 days before the
survey are described in Table 3(see appendix).Forthis sub-sample ofinpatient
and residential programs, integrated programs reported a mean of 10 deafor
hard of hearing clients each, while stand-alone programs reported a mean of
15 clients(a non-significant difference). In both types ofinpatient/residential
programs combined,most clients were reported to be Caucasian(54.9%,with
no significant differences between integrated and stand-alone programs),and
more than half(60.8%) were male. Afiican-American clients represented
29.4% ofthe total, with 15.0% described as Hispanic. No programs reported
Asian-American or multi-racial clients. While sign language was reported to

be the preferred language for most clients in all tj^es of programs, clients
of inpatient/residential integrated programs were reported to be more likely
to use sign language as their primary communication as compared to clients
of stand-alone programs(87.6% vs. 54.2%,/(9)=2.517,/7=.03, a statistically
significant difference). The most commonly reported diagnostic category for
inpatient and residential clients was mood disorders (25.5%), followed by
psychotic disorders(22.9%)and anxiety disorders(7.8%). None ofthe clients
of inpatient/residential programs were reported to use private insurance to
pay for their treatment.

Out-patient program clients in the 30 days before the survey are
summarized in Table 3. Most of the clients reported in this survey were
out-patients, with integrated programs reporting larger numbers (M=43)
than stand-alone programs(M=21)(/(25)=2.3,/7=.03). Once again, for this
sub-sample of outpatient only programs, most clients in both programs
were Caucasian. However, stand-alone services had a significantly larger

percentage of Caucasian clients (83%) than integrated programs (57%)
(/(25)=3.3,/7=.003), a significantly smaller proportion of African-American
clients (/(25)=2.5, p=S)2) and a significantly smaller proportion of male
clients (52% compared to 41%) «22)=2.05,/7=.05). Both integrated and
stand-alone outpatient programs reported a large majority ofclients preferred
sign language as their primary communication. The percentage of clients
diagnosed with psychotic disorders in these programs was small(14.2% for
integrated programs and 8.2% for stand-alone programs). The most common
https://repository.wcsu.edu/jadara/vol41/iss2/4
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diagnosis in both types ofprograms was mood disorder, which accounted for
37.5% ofthe integrated programs'out-patients, and 45.7% ofthe stand-alone
programs' out-patients.
Comparisons ofIntegrated and Stand-Alone Programs
As shown in Table 4, clients served by integrated programs (including
all programs, both inpatient/residential and outpatient) are significantly less
likely to be Caucasian (/(36)=2.1,/7=.037) and female (r(33)=2.2,/7=0.34) or
to pay for services using private insurance(/(36)=2.2,p=.032)as compared to
stand-alone program clients. However,since none ofthe 153 clients receiving
inpatient or residential treatment in this study used private insurance to pay
for services, this difference is accounted for by the greater likelihood ofout
patients in stand-alone programs using private insurance. Privately insured
patients constituted a minority in all categories of programs. Approximately
36%(A^=358)ofthe clients in this study were insured by Medicaid for mental
health services.

Integrated programs were significantly more likely to serve clients
diagnosed with a psychotic disorder (?(36)=2.8, j5<0.01), although such
clients were a minority in all types ofprograms. Among inpatient/residential
programs, clients of integrated programs were more often reported as
preferring sign language as their primary method of communication (/(9)
=2.5,/7=.03).

Most staff working in the responding programs were reported to be
hearing, with deafand hard-of-hearing staffranging from a median of50% in
integrated outpatient programs to a median of 12.7% in inpatient/residential
integrated programs. There were no statistically significant differences in
percentage of deaf staff among types of programs. Reported interpreter use
varied enormously (ranging from 0 to 803 hours over the 30 day reporting
period), with no consistent differences that reached statistical significance
(see Table 4 in Appendix).
Discussion

The goal ofthis study was to better understand the delivery ofspecialized
mental health services to deaf and hard of hearing adults so as to assist
clinicians and program managers who are implementing or managing
mental health programs for this population. Little was known about mental
JADARA
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health service use by deaf and hard of hearing adults either within programs
that also serve the general population (integrated) or as programs only
specializing in treatment of deaf and hard of hearing clients (stand-alone).
Integrated programs have the advantage ofco-locating specialists in the care
of problems of deaf and hard of hearing individuals within general mental
health programs serving a broad client base, and thus might be expected to
have greater resources and easier access to other services the client may need.
Stand-alone programs on the other hand allow greater specialization within
a specific area of practice for deaf and hard of hearing people (Gask, 2005).
This study examined the mental health service use between these two types
of programs nationally and the programs and staff providing these services.

Results indicate that inpatient/residential integrated programs have a
greater percentage ofclients who prefer to communicate using sign language.
Outpatient stand-alone programs serve fewer clients, and these clients are
more likely to be Caucasian, less likely to be African-American, less likely
to be male and are more likely to pay for services using private insurance.
Among all of the program levels (inpatient, residential and outpatient)
clients ofintegrated programs are more likely to be diagnosed with psychotic
disorders.

Differences Between Integrated and Stand-Alone Programs
A possible interpretation of the findings in our entire sample is that
financial barriers may limit access to stand-alone mental health programs
for many clients. Persons with serious mental illnesses tend to have fewer
financial resources (Polak & Warner, 1996) and thus may be more likely
to use Medicaid to pay for services than deaf and hard of hearing people
with less severe mental health problems. Both integrated and stand-alone
programs served large numbers of clients insured through Medicaid (Table
4). However, stand-alone programs served significantly more clients using
private insurance to pay for services.These programs may be more acceptable
to clients with private insurance who may be reluctant to seek help from
public mental health programs, or, conversely, the stand-alone programs
may be less accessible to clients without private insurance. It is also possible
that stand-alone programs are more assertive and successful in negotiating
for payment with private insurers.
Involvement of deaf staff, often considered essential for culturally
affirmative treatment of deaf and hard of hearing clients (Glickman, 2003)
Vol. 41, No. 2,2008
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varied so greatly that no consistent patterns could be identified among
different types of programs. No type of program reported that a majority of
staff were deaf, however. Similarly, while some programs reported hundreds
of hours of interpreter time in the past month and others reported none at
all, the variability was so great that no pattems among types of programs
could be detected. This suggests that even among programs specifically
aiming to provide mental health services to deaf and hard of hearing clients,
there is little consistency in hiring deafstaff or in communication access and
policies.
Comparisons with Previous Studies

Comparisons between deaf and hard of hearing clients to those in the
general population are impossible at this time due to differing methods among
studies and difficulties defining the deaf population in the United States.
For example, the National Comorbidity Study, Replicated (NCS-R), used
household surveys to estimate prevalence of mental disorders in the United
States among a non-clinical sample(Kessler, Chiu, Colpe, et al., 2004). One
general population study surveyed a clinical sample of people using mental
health services (Milazzo-Sayre, Henderson, Manderscheid, Bokossa, Evans
& Male, 2002). This study divided the sample by inpatient, residential and
less than 24-hour care programs and only included clients who had serious
functional impairment defined as Global Assessment of Functioning(OAF)
ratings of60 or less. Therefore, comparisons between those and our studies
would not be suitable. Additionally, the deaf and hard of hearing population
has been difficult to define based on the particular questions asked ofsubjects.
Several surveys ofhave generated inconsistent estimates ofthe deafand hard
ofhearing population size(Mitchell,2006).Therefore,estimating how many
deaf and hard of hearing clients are likely to be served at these agencies
compared to the general hearing population is tenuous at best.
Black and Glickman (2006) collected data fi-om 64 clients treated from
1999 to 2004 at an inpatient mental health program specifically catering
to deaf and hard of hearing clients with integrated program organization,
Westborough State Hospital in Massachusetts. These researchers wisely
collected comparative general population data by sampling hearing inpatient
clients in other units of the hospital. While the timeffame is comparable
between studies, it is unknown if the Westborough program was included
in our survey since our data collection procedures allowed programs to be
completely anonymous.
JADARA
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Results previously reported in this manuscript combined residential with
inpatient programs. However,looking only at inpatient clients from our study,
results can be compared to the Black and Glickman (2006) study. Deaf and
hard ofhearing clients in their study were more likely(39%)to be diagnosed
with mood disorders than the 22% ofinpatient clients(A^=l 15)sampled in our
study and 21% of the hearing clients (A'=122) in their comparative sample.
However, 39.1% of their clients were diagnosed with anxiety disorders as
compared to only 8% of the clients in our study and 8.8% of their hearing
sample. Lastly, 28% of their 64 deaf or hard of hearing, in-patients were
diagnosed with psychotic disorders, compared to 46% of the 115 in-patients
presented in this manuscript and 21.6% ofthe hearing sample.
Gender differences were also observed with 54.7% oftheir deaf and hard

of hearing inpatient clients being male compared to 65.4% in-patients in our
study and 67.7% in-patients oftheir hearing sample. Caucasian clients made
up 73.4% oftheir sample,63.3% of our sample, and 87.2% of their hearing
sample. A much greater percentage of our in-patient clients were AfricanAmerican(21.6%)compared to 6.3% oftheir deafand hard ofhearing sample
and 4.4% oftheir hearing sample. Similar ratios of Hispanic clients to other
ethnicities were observed between their and our deaf and hard of hearing
inpatient samples (17.2% and 15.1% respectively) with fewer Hispanic,
inpatient hearing clients(2.2%).
Major differences between thesetwo studies exist.Primarily,Westborough
State Hospital's DeafUnit has been known for its culturally and linguistically
affirmative services for deaf and hard of hearing psychiatric clients for at
least the five years in which these archival data represent. It is more likely
their diagnostic estimates from client records are more accurate and reliable

as compared to our results, especially considering their scrupulous methods
of data collection. Therefore, results may indicate mood and anxiety
disorders are under-diagnosed and psychotic disorders over-diagnosed
among deaf and hard of hearing inpatient clients. Comparison of these
results underscores the need to investigate the incidence and prevalence of
mental illness among deaf and hard of hearing individuals as well as their
access to mental health care.
Limitations and Future Research

The current study used key informant reports rather than direct inspection
ofclient or institutional records. It would be useful to more fully investigate
Vol. 41, No. 2,2008
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mental health services for deaf and hard of hearing adults using additional
patient specific sources ofdata such as consumer surveys or reviews ofclient
records. Additionally, the current study did not provide data on the quality,
effectiveness or efficiency of the various types of programs studied. Future
research on treatment quality, satisfaction and outcome among integrated
and stand-alone programs for deaf and hard of hearing people are needed to
evaluate the ultimate impact ofthese programs and structures.
Although the data are several years old, no known pivotal shift in mental
health care for deaf adults has occurred since data collection. The directory
of mental health services has not been updated since its last revision in 2003.
It would be difficult to ascertain an accurate or complete list of programs
or without an updated directory near the time of data collection, especially
among outpatient programs.
Caroline J. Kendall

950 Campbell Ave.(VA Connecticut Healthcare System)
Building 8(NEPEC)
West Haven, CT 06516-2700
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Table 1

Number of Inpatient/Residential and Outpatient Programs by Integrated and Stand-alone Programs
Program organizational structure

Program type

Pearson chi-square

Integrated

Stand-alone

All
programs

N{%)

N(%)

N{%)

df

p (2-tailed)

1

0.054

Inpatient and
residential

8(61.5)

5(38.5)

13 (32.5)

Outpatient

8(29.6)

19(70.4)

27 (67.5)

16(40.0)

24(60.0)

40(100.0)

All programs

3.72

(-)Pearson chi-square statistic was calculated only for all programs together.
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Table 2

Comparison ofPrimary Funding Sources by Type ofProgram
Inpatient and
residential

Outpatient

Integrated

alone

Integrated

Standalone

Integrated

alone

N(%)

N{%)

N{%)

N(%)

Ni%)

N(%)

Stand-

Primary
funding *

All programs
StandTotals

Federal

0(00.0)

2(15.4)

0(00.0)

0(00.0)

0(00.0)

2(5.3)

2(5.3)

5(38.4)

2(15.4)

7(28.0)

5(20.0)

12(31.6)

7(18.4)

19(50.0)

insurance

0(00.0)

0(00.0)

0(00.0)

7(28.0)

0(00.0)

7(18.4)

7(18.4)

Other

3(23.1)

1 (7.7)

1 (4.0)

5(20.0)

4(10.5)

6(15.8)

10(26.3)

Total

8(61.5)

5(38.5)

8(32.0)

17(68)

16(42.1)

22(57.9)

38(100)

government
State/local

government
Private

25(100)

13(100)

Sum

p (two-

p (twoPearsons

38(100)

df

tailed)

Value

df

11

0.26

-2.28

23

tailed)

Value

df

p (twotailed)

10.02

3

0.02

chi-square
1.19

0.03

'Three respondents did not complete this survey item.
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Table 3

Comparisons Variables by Type of Service and Specialized Program Type
Stand-alone
programs

Integrated programs

Mest comparisons
P

Variables

N

Mean

SD

N

Mean

SD

t

df

(2-tailed
0.39

Number of clients

All programs
Outpatient
Inpatient & residential

16

26.19

22.40

24

20.08

21.10

0.87

38

8

42.63

20.25

19

21.42

22.39

2.31

25

0.03*

8

9.75

7.07

5

15.00

16.19

-0.82

11

0.43

-^15

62.57

26.50

'^23

79.36

21.21

-2.16

36

0.04*

8

57.30

25.94

83.52

14.60

-3.36

25

<0.01*

'^7

68.53

27.87

19
a4

59.58

37.27

0.46

9

% Caucasian

All programs
Outpatient
Inpatient & residential

0.66

% African-American

All programs
Outpatient
Inpatient & residential

'^15

24.94

27.76

23

12.02

15.22

1.85

36

0.07

8

30.57

28.73

19

9.93

14.07

2.53

25

0.02*

'^7

18.51

27.29

M

21.97

18.73

-0.22

9

14

56.19

14.32

15.02

2.21

33

0.03*

51.59

9.76

21
A17

44.97

V

40.77

12.43

2.05

22

0.05

^7

60.79

17.32

M

62.81

12.48

-0.20

9

0.84

0.83

% Male

All programs
Outpatient
Inpatient & residential
% Sion lanouaoe

All programs
Outpatient
Inpatient & residential

15

85.43

12.46

21

79.62

28.34

0.74

34

0.46

8

83.50

13.02

85.60

24.70

-0.22

23

0.83

''7

87.63

12.40

^^17
a4

54.20

32.23

2.52

9

15

25.30

24.42

23

8.69

12.48

2.77

36

0.01 **

8

14.23

7.46

19

8.21

11.88

1.32

25

0.20

"7

37.95

31.26

M

10.98

16.94

1.58

9

0.15

15

5.94

12.90

23

25.90

32.90

-2.23

36

0.03*

^^7

12.73

17.01

19

31.36

33.78

-1.38

24

0.18

8

0.00

0.00

M

0.00

0.00

0.03*

% Psvchotic disorder

All programs
Outpatient
Inpatient & residential
% Private insurance

All programs
Outpatient
Inpatient & residential

-

-

-

* Values are significant at the p < 0.05 level.
** Values are significant at the p < 0.01 level.

One respondent in this group did not complete this survey item.
(-)No clients in this group used private insurance to pay for mental health services.
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Table 4

Comparisons Among Variables Between Horizontally Integrated and Stand-alone Programs
Integrated

Stand-alone
programs

programs

Mean
Variables

N

(%)

Mest

comparisons

Mean
SD

N

(%)

SD

df (2-talled]

Programs

% Deaf/hard of hearing staff
Hours interpreters worked

15

33.1

34.7

20

43.2

45.7

-0.72

33

15

91.2

202.9

21

18.1

32.0

1.63

34

0.11

Number of clients

16

26.2

22.4

24

20.1

21.1

0.87

38

0.39

% Caucasian

15

62.6

26.5

23

79.4

21.2

-2.16

36

0.04^

% African-American

15

24.9

27.8

23

12.0

15.2

1.85

36

0.07

% Hispanic

15

11.2

13.5

23

6.5

12.3

1.12

36

0.27

% Asian

15

0.7

1.9

23

1.4

5.3

-0.45

36

0.66

% Multiracial/other

15

0.6

1.7

23

0.8

2.4

-0.34

36

0.74

0.48

Clients

% Male

14

56.2

14.3

21

45.0

15.0

2.21

33

0.03'

% Use sign language

15

85.4

12.5

21

79.6

28.3

0.74

34

0.46

% Written communication

15

1.4

2.7

21

1.3

4.5

0.10

34

0.92

% Oral communication

15

9.3

11.7

21

9.6

22.1

-0.06

34

0.95

% Gesture communication

15

2.1

5.2

21

3.4

11.2

-0.43

34

0.67

% Picture communication

15

0.0

0.0

21

0.5

2.4

-0.84

34

0.41

% Mixed mode comm..

15

1.6

3.4

21

4.4

9.6

-1.09

34

0.29

% No communication

15

0.2

0.9

21

0.5

2.4

-0.47

34

0.64

% Use other communication

15

0.0

0.0

21

0.6

2.4

-0.93

34

0.36

% Medicaid payee
% Medicare payee
% Private insurance payee
% Self-pay
% No pay
% Other pay
% Unknown pay

15

43.8

41.7

23

30.2

37.7

1.04

36

0.30

15

6.7

11.3

23

11.5

21.8

-0.78

36

0.44

15

5.9

12.9

23

25.9

32.9

-2.23

36

0.03'

15

13.1

43.9

23

14.0

24.6

-0.08

36

0.93
0.85

15

6.9

14.5

23

5.8

20.9

0.19

36

15

17.7

36.5

23

6.9

16.5

1.24

36

0.22

15

0.0

0.0

23

2.3

11.0

-0.80

36

0.43

0.06

% Clients w/ mood disorders

15

23.9

19.4

23

40.6

28.7

-1.98

36

% Clients w/ psychotic disorder
% Clients w/ anxiety disorder

15

25.3

24.4

23

8.7

12.5

2.77

36

O.Of

15

15.4

15.6

23

23.0

24.1

-1.07

36

0.29

* Values are significant at the p < .05 level.
Values are significant at the p < .01 level.

JADARA
93
Published by WestCollections: digitalcommons@wcsu,
2008

Vol. 41, No. 2, 2008

21

